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 Y 000 Initial Comments  Y 000

Surveyor: 28725

The findings and conclusions of any investigation 

by the Health Division shall not be construed as 

prohibiting any criminal or civil investigations, 

actions or other claims for relief that may be 

available to any party under applicable federal, 

state, or local laws.

This Statement of Deficiencies was generated as 

a result of an annual State Licensure survey 

conducted in your facility on 1/13/10.  This State 

Licensure survey was conducted by the authority 

of NRS 449.150, Powers of the Health Division.

The facility is licensed for forty Residential Facility 

for Group beds for elderly and disabled persons, 

Category II residents. The census at the time of 

the survey was twenty-seven. Ten resident files 

were reviewed and ten employee files were 

reviewed.  One discharged resident file was 

reviewed. 

The facility received a grade of  A.

 Y 106

SS=D
449.200(2)(a) Personnel File - 1st aid & CPR

NAC 449.200

2. The personnel file for a caregiver of a 

residential facility must include, in addition to the 

information required pursuant to subsection 1, 

(a) A certificate stating that the caregiver is 

currently certified to perform first aid and 

cardiopulmonary resuscitation.

 Y 106

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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 Y 106Continued From page 1 Y 106

This Regulation  is not met as evidenced by:

Surveyor: 28725

Based on record review on 1/13/10, the facility 

failed to ensure that 1 of 10 caregivers was 

trained in first aid (Employee #4).

Severity:  2  Scope: 1

 Y 255

SS=D
449.217(6)(a)(b) Permits - Comply with NAC 446 

on Food Service

NAC 449.217

6. A residential facility with more than 10 

residents must:

(a) Comply with the standards prescribed in 

chapter 446 of NAC.

(b) Obtain the necessary permits from the Bureau 

of Health Protection Services of the Division.

This Regulation  is not met as evidenced by:

 Y 255

Surveyor: 28626

Based on observation, interview and record 

review on 01/14/09 the facility failed to ensure the 

kitchen complied with the standards of NAC 446:

The findings include the following violations that 

relate primarily to cleaning and sanitation issues.

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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 Y 255Continued From page 2 Y 255

The concentration of the sanitizer solution for 

wiping clothes was undetectable.

The following non-food contact surfaces of 

equipment were dirty with debris, including the 

outside of the food storage containers for flour, 

rice, and bread crumbs, and the ice dispenser 

located in the upstairs auxiliary kitchen.

This is a repeat deficiency from the 1/22/09 

annual state Licensure Survey.

Severity:   2     Scope:   1

 Y 878

SS=D
449.2742(6)(a)(1) Medication / Change order

NAC 449.2742

6. Except as otherwise provided in this 

subsection, a medication prescribed by a 

physician must be administered as prescribed by 

the physician.  If a physician orders a change in 

the amount or times medication is to be 

administered to a resident:

(a) The caregiver responsible for assisting in the 

administration of the medication shall:

      (1) Comply with the order. 

 

This Regulation  is not met as evidenced by:

 Y 878

Surveyor: 28725

Based on observation, interview and record 

review on 1/13/10, the facility failed to administer 

medications as prescribed for 1 of 10 residents 

(Resident #2 - Depakote).

Severity: 2   Scope: 1If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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 Y 878Continued From page 3 Y 878

Severity: 2   Scope: 1

 Y 879

SS=D
449.2742(6)(a)(2) Medication / Change order

NAC 449.2742

6. Except as otherwise provided in this 

subsection, a medication prescribed by a 

physician must be administered as prescribed by 

the physician.  If a physician orders a change in 

the amount or times medication is to be 

administered to a resident:

(a) The caregiver responsible for assisting in the 

administration of the medication shall:

     (2) Indicate on the container of the medication 

that a change has occurred. 

 

This Regulation  is not met as evidenced by:

 Y 879

Surveyor: 28725

Based on record review and interview on 1/13/10, 

the facility failed to indicate on the medication 

bottle the correct dosage instructions for 1 of 10 

residents (Resident #3 - Coumadin).

Severity:  2 Scope:  1

 Y 895 449.2744(1)(b)(1) Medication / MAR

NAC 449.2744

1. The administrator of a residential facility that 

provides assistance to residents in the 

administration of medication shall maintain:

(b) A record of the medication administered to 

each resident.  The record must include:

 Y 895

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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 Y 895Continued From page 4 Y 895

     (1) The type of medication administered;

     (2) The date and time that the medication was 

administered; 

     (3) The date and time that a resident refuses, 

or otherwise misses, an administration of 

medication; and 

     (4) Instructions for administering the 

medication to the resident that reflect the current 

order or prescription of the resident's physician.

 

This Regulation  is not met as evidenced by:

Surveyor: 28725

Based on record review on 1/13/10, the facility 

failed to ensure the medication administration 

record (MAR) was accurate for 1 of 10 residents 

(Resident #10 - Synthroid).

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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